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Primary and Secondary Syphilis — United States, 2002 


After declining every year during 1990-2000, the rate of 
primary and secondary (P&S) syphilis in the United States 
increased in 2001. To characterize the epidemiology of syphi- 
lis in the United States, CDC analyzed national surveillance 
data for 2002*. This report summarizes the results of that 
analysis, which indicate that the number of reported cases of 
P&S syphilis increased 12.4% in 2002. As in 2001, this 
increase occurred only among men, suggesting that this 
increase occurred particularly among men who have sex with 
men (MSM). For the 12th consecutive year, the number of 
P&S syphilis cases declined among women (Figure) and non- 
Hispanic blacks. These data suggest that although efforts to 
reduce syphilis among these populations have been effective, 
additional intervention strategies are needed to prevent syphilis 
among MSM. 

CDC analyzed surveillance data for syphilis cases reported 
weekly to health departments nationwide in 2002. Data 
included each patient's county of residence, sex, stage of dis 
ease, race/ethnicity, and age. Data on reported cases of P&S 
syphilis were analyzed because these cases represented inci- 
dence (i.e., newly acquired infections within the study period) 
better than cases of latent infection, which were acquired 
months or years before diagnosis. P&S syphilis rates were cal- 
culated by using population denominators from the U.S. 
Bureau of the Census (/). 

During 2001-2002, the rate of P&S syphilis increased 9.1% 
(from 2.2 cases per 100,000 population in 2001 to 2.4 cases 
in 2002). In 2002, a total of 6,862 cases of P&S syphilis were 
reported, an increase of 12.4% over the 6,103 cases reported 
in 2001, and the rate of P&S syphilis was 3.5 times higher 
among men than among women (3.8 versus 1.1 cases per 
100,000 population) (Table 1). During 2001—2002, the overall 


male-to-female P&S syphilis rate ratio increased 66.7% (from 





* Data for 2002 are summarized tor the reporting year December 30, 2001 


December 28, 2002 


FIGURE. Reported rates* of primary and secondary syphilis, 
by year and sex, and male-to-female rate ratios — United 
States, 1981-2002 


*Per 100,000 population 


2.1 to 3.5) (Figure); the male-to-female rate ratio increased 
among non-Hispanic whites (from 6.0 to 11.0), non-Hispanic 
blacks (from 1.6 to 2.1), and Hispanics (from 3.7 to 5.0); the 
rate ratio declined slightly among Asians/ Pacific Islanders (from 
10.0 to 8.0) and remained unchanged among American 
Indians/Alaska Natives (AI/ANs) (1.2). 


rate ratio increased in 27 states and the District of Columbia. 


The male-to-female 
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TABLE 1. Number and rate* of cases of primary and secondary syphilis, by race/ethnicity, region, and sex — United States, 2001-2002 





2001 


2002 





Men Women 


Total 





Men Women Total 





No. (Rate) No. (Rate) 


No. 





(Rate) No. (Rate) No. (Rate) No. (Rate) 





Race/Ethnicity? 
White, non-Hispanic 
Black, non-Hispanic 
Hispanic 
Asian/Pacific Islander 
American Indian/Alaska Native 

Region$§ 

Northeast 
Midwest 
South 
West 

Total 


1,138 
2,286 
607 
51 
49 


(1.2) 
(13.8) 
(3.3) 
(1.0) 
(4.7) 


249 
1,527 
146 
4 

41 


(0.2) 
(8.4) 
(0.9) 
(0.1) 
(3.8) 


512 
785 
2,085 
752 
4,134 


(2.0) 
(2.5) 
(4.3) 
(2.4) 
(3.0) 


(0.4) 
(1.2) 
(2.6) 
(0.4) 
(1.4) 


1,387 
3,813 
754 
55 

90 


(0.7) 
(11.0) 


2,108 
2,226 
(2.1) 823 
(0.5) 83 
(4.2) 27 


(2.2) 
(13.5) 
(4.5) 
(1.6) 
(2.6) 


(0.2) 
(6.5) 
(0.9) 
(0.2) 
(2.2) 


2,325 
3,421 
971 
94 

51 


(1.2) 
(9.8) 
(2.7) 
(0.9) 
(2.4) 


(1.1) 
(1.8) 
(3.4) 
(1.4) 
(2.2) 


(3.1) 
(3.1) 
(4.4) 
(4.2) 
(3.8) 


(0.4) 
(1.1) 
(1.9) 
(0.5) 
(1.1) 


(1.7) 
(2.1) 
(3.1) 
(2.3) 
(2.4) 





* Per 100,000 population 
. Race/ethnicity data for some records are missing 


* Northeast=Connecticut, Maine, Massachusetts, New Hampshire, New Jersey, New York, Pennsylvania, Rhode Island, and Vermont; Midwest=lllinois 
Indiana, lowa, Kansas, Michigan, Minnesota, Missouri, Nebraska, North Dakota, Ohio, South Dakota, and Wisconsin; South=Alabama, Arkansas, Delaware 
District of Columbia, Florida, Georgia, Kentucky, Louisiana, Maryland, Mississippi, North Carolina, Oklahoma, South Carolina, Tennessee, Texas, Virginia 
and West Virginia; West=Alaska, Arizona, California, Colorado, Hawaii, Idaho, Montana, Nevada, New Mexico, Oregon, Utah, Washington, and Wyoming 


TABLE 2. Number and rate” of primary and secondary eee 
syphilis cases and male-to-female rate ratios in the 19 cities 
reporting >50 cases — United States, 2002 


No. P&S 
syphilis 
cases 
315 
435 
359 
96 
353 





Male-to- 

female 

rate ratio 
78.8 

27 

19 

g 


Rate 
Women 
1.0 
0.4 


City 

San Francisco, California 
New York City, New York 
Los Angeles, California 
Columbus, Ohio 
Chicago, Illinois 

Miami, Florida 

Houston, Texas 

District of Columbia 
Oklahoma City, Oklahoma 
Philadelphia, Pennsylvania 
Atlanta, Georgia 
Baltimore, Maryland 
Newark, New Jersey 
Phoenix, Arizona 

Dallas, Texas 

Detroit, Michigan 

Fort Worth, Texas 
Louisville, Kentucky 
Memphis, Tennessee 

* Per 100,000 population 


County-level data are presented for Houston (Harris County), Dallas 
(Dallas County), and Fort Worth (Tarrant County) 
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Editorial Note: 
women and non- 
of P&S syphilis 


Increases among 


Although efforts to reduce syphilis among 
Hispanic blacks have been effective, the rate 
among men continued to increase in 2002. 
men occurred in all regions of the United 
States and among all racial/ethnic populations except non 
Hispanic blacks and Al/ANs. On the basis of male-to-female 
rate ratios and locally collected risk data, much of the increase 


in syphilis among men can be attributed to cases occurring 


among MSM. Increased risk-taking in this population has been 
documented (2,3), and syphilis outbreaks among MSM in 
large cities have been reported (4-7). A high rate of human 
immunodeficiency virus (HIV) co-infection has been reported 
among MSM involved in these outbreaks (4,5, 7), raising con- 
cern about HIV transmission. Although the sex of infected 


persons sex partners is recorded by certain local health 


departments, these data are not reported nationally. If the entire 


increase in the male-to-female rate ratio since 2000 (Figure) is 
attributed to an increase in cases among MSM, >40% of P&S 
cases reported in 2002 occurred among MSM. 

Che declining rate of P&S syphilis among non-Hispanic 
blacks and the increasing rate of infection among non 
Hispanic whites has decreased the disparity in rates of infec- 
tion between the two populations. The decline among 
non-Hispanic blacks has occurred predominantly among 
women; the increase among non-Hispanic whites has occurred 
exclusively among men. 

Although the South continues to have the highest rate of 
P&S syphilis, the rate of disease has declined in this region 
every year since 1990; in 2002, for the first time since 1984, 
this region accounted for <50% of reported cases. However, 
P&S syphilis rates have increased in the West, Northeast, and 
Midwest. In 2002, the increased rate of P&S syphilis in large 
cities reflected an urban concentration of disease. 

Efforts are under way to address the increasing rate of P&S 
syphilis among MSM. To improve national surveillance, CDC 
is conducting a pilot program to evaluate the national collec 
tion of information on behaviors and risk factors for persons 
infected with syphilis. In 2002, in collaboration with local 


health departments, CDC conducted an assessment of sex 
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Health-Related Quality of Life Among 
Low-Income Persons Aged 45-64 Years — 
United States, 1995-2001 
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more physically unhealthy 
days, and 8.2 more ove! 
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nean number of unhealthy days 


14.8), followed by women aged 45-54 years (13.9). Men 
and women aged >25 years consistently reported more 
unhealthy days at progressively lower income levels within each 
age group; differences in unhealthy days within sex-income 
groups were largest for men aged 55-64 years (11.4 days). 
Most sex-income groups reported only modest variation with 
age (Figure), but the lowest income group showed an anoma- 
lous pattern of unhealthy days with older age, rising to sub- 
stantially higher levels for persons aged 45—54 years and those 
aged 55-64 years and declining sharply at ages 65-74 years. 
(mong persons with annual household income of <$15,000, 
adults aged 45—54 years had the highest mean number of 
mentally unhealthy days (8.3), whereas similarly aged adults 
with annual household income of >$15,000 had a mean of 
2.9 mentally unhealthy days. 

lo determine which demographic and personal character- 
istics among persons aged 45—64 years with annual house- 
hold income of <$15,000 were associated with unhealthy days 
most strongly, multiple linear regression was used to predict 
unhealthy days with these characteristics as independent vari 
ables. Employment status and activity limitation accounted 
for the most variability in unhealthy days (34.8% among men 
and 32.1% among women). Including race/ethnicity, educa- 
tion, health-care coverage, and marital status in an expanded 


linear regression model accounted for only slightly more 


FIGURE. Mean number of unhealthy days among aduits, by age group, sex, and annual household income — Behavioral Risk 
Factor Surveillance System, 31 states* and the District of Columbia, 1995-2001 
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<$15,000, Women 
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TABLE. Number of unhealthy days reported by low-income* adults and percentage reporting current activity limitation and negative 
employment status, by age group and sex — Behavioral Risk Factor Surveillance System, 31 statest and the District of Columbia, 


1995-20018 





No. unhealthy No. physically 
Sex/Age days (overall) " unhealthy days** 


No. mentally 
unhealthy days" 


% reporting 
current activity 
limitation®® 


% reporting negative 
employment status 
Unemployed Unable to work 








group (yrs) Mean(+SE™ x 1.96)*** Mean (+SE x 1.96) 


Mean (+SE x 1.96) 





% (+SE x 1.96) % (+SE x 1.96) % (+SE x 1.96) 





Men 
18-24 
25-34 
35-44 
45-54 
55-64 
65-74 

>75 

Women 
18-24 
25-34 
35-44 
45-54 
55-64 
65-74 

>75 


45 
6.4 
9.5 
13.1 
14.8 
8.8 
10.2 


(+0.6) 1.4 
(+1.1) 3.3 
(+1.2) 5.9 
(+1.5) 10.0 
(+1.5) 12.7 
(+1.2) 7.9 
(+1.4) 9.1 


(+0.3) 
(+0.8) 
(+0.9) 
(+1.4) 
(+1.4) 
(+1.1) 
(+1.3) 


6.6 
8.0 
10.8 
13.9 
12.0 


(+0.6) 
(+0.7) 
(+0.8) 
(+1.1) 
(+1.1) 
9.5 (+0.7) 
9.9 (+0.7) 


2.2 
3.7 
6.2 
9.5 
9.6 
7.8 
8.8 


(+0.3) 
(+0.6) 
(+0.7) 
(+1.0) 
(+1.0) 
(+0.6) 
(+0.7) 


(+0.5) 
(+0.9) 
(+1.0) 
(+1.2) 
(+0.9) 
(+0.7) 
(+0.7) 


(+0.5) 
(+0.6) 
(+0.7) 
(+0.9) 
(+0.7) 
(+0.4) 
(+0.4) 


8.0 
14.7 
30.6 
50.8 
52.6 
35.9 


(+2.6) 
(+3.3) 
(+4.4) 
(+5.4) 
(+5.3) 
(+4.6) 
(+5.0) 


(+2.5) 3 (+1 
(+3.2) 
(+4.3) 
(+3.3) 
(+3.0) 
(+0.6) 


(+0.1) 


Q) 
(+2.8) 
(+3.8) 
(+5.2) 
(+5 0) 
(+3.2) 


(+1.1) 


Ww 
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ul 


(+1.5) 
(+2.3) 
(+2.7) 
(+3.9) 
(+3.9) 
(+2.5) 
(+2.7) 


(+1.7) 
(+2.8) 
(+2.3) 
(+2.6) (+3.6) 
(+1.5) (+3.5) 
(+0.5) (+1 
(+0.7) 


(+1.0) 
(+1.7) 


(+2.1) 
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Annual household income <$15,000 


Alabama, Alaska, Arizona, Arkansas, California, Connecticut, Delaware, Georgia, Indiana, lowa, Kansas, Maryland, Massachusetts, Minnesota, Mississippi 


Missouri, Nebraska, New Jersey, New Mexico, New York, North Carolina, North Dakota, Ohio, Oklahoma, Oregon, Pennsylvania, Rhode Island 


. Carolina, Tennessee, Utah, and Virginia 
, Calculations based on weighted self-reported data 


South 


Estimate of the overall number of days during the preceding 30 days when the respondent felt that physical or mental health was not good, up to a 


maximum of 30 days per respondent 


Number of days during the preceding 30 days when physical health, including physical illness or injury, was not good 
Number of days during the preceding 30 days when mental health, including stress, depression, or emotional problems, was not good 
~. Current activity limitation attributed to any impairment or health problem 


Standard error 


* Means, proportions, and standard error were calculated by using SUDAAN to account for complex BRFSS survey design 


variability in unhealthy days (36.3% among men and 33.4% 


among women). Nearly half (48.8%) of respondents aged 


15S—54 or 55-64 years with the lowest income reported a cur- 


rent activity limitation, and nearly one third (34.6%) reported 


being unable to work (Table). 
Reported by: HS Za/ran, MD, A of Preventive 
Medicine, Atlanta, Georgia. DG Moriarty, MM Zack, MD, R Kobau 
MPH, Div of Adult and Community Health, 


i] J 17 
Chronic Disease Prevention and Health Promotion, CDC. 


sociation of lea hers 


National Center foi 
Editorial Note: Persons aged 45—64 with annual household 
income of <$15,000 have substantially worse HRQOL. This 
finding confirms previous findings that adults in their 
preretirement years (aged 55-64 years) with the least educa- 
tion and lowest income report more unhealthy days than older 
adults with similar education and income (2). Employment 
status and activity limitation accounted for nearly one third 
of the variability in mean unhealthy days reported by adults 
aged 45—64 years with annual household income of <$15,000. 
hese findings also are consistent with several other studies 
relating socioeconomic status (SES) and employment status 
to health (6—9). SES shapes exposure to many psychosocial, 


environmental, behavioral, and biomedical risk factors that 


directly and indirectly affect mental and physical health (9). 
Low-income adults aged 45-64 years in whom chronic health 
conditions and activity limitations develop at earlier ages might 
benefit from health and social services (2). 

Both men and women with low incomes report substantial 
numbers of unhealthy days, unlike other income groups, in 
which women typically report worse health than men. Per- 
sons with lower SES are known to report lower perceived con- 
trol over life events, including health-related behaviors (/0). 
Perception of less control might underlie adverse coping 
mechanisms and risky behaviors related to higher reported 
numbers of unhealthy days for both men and women in this 
income group. This study also found that adults aged 45—54 
years with annual household income of <$15,000 had the high 
est mean number of mentally unhealthy days. The high levels 
of unemployment, inability to work, and activity limitation 
among adults in this age-income group could affect mental 
health adversely (6,7). 

lhe findings in this report are subject to at least five limita- 
tions. First, because BRFSS surveys only noninstitutionalized 
adults by telephone, persons in institutions and households 


without telephones, both of whom might have worse HRQOI 








1124 MMWR 


November 21, 2003 





than others, are excluded (3). Second, whether poor HRQOI 
precedes being unemployed or being unable to work, or 
W ether being unemployed Ol unable to work precedes pool 
HRQOL could not be determined. Third, demographic, 
socioeconomic, and activity limitation variables explained only 
ipproximately one third of the variability in unhealthy days 
in the lowest income group of persons aged +5—64 years. Orher 
factors (e.g., behaviors, physical and social environment, psy- 
chosocial factors, health conditions, and unmeasured socio 
economic factors) could account for much of the remaining 
variability. Fourth, because not all states interviewed respon 
dents with the optional BRFSS HRQOL module intermit 
cently during the study period, these findings might not be 

ralizable to other states or to other periods. Finally, 

ise 16% of BRFSS respondents either did not know o1 
refused to report their annual household incomes, these find 


might not be to all groups. 


income adults ig 64 years report more physi 
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Direct and Indirect Costs of Arthritis 
and Other Rheumatic Conditions — 
United States, 1997 


Arthritis and other rheumatic conditions (AORC) are the 
leading cause of disability in the United States (/). The 
impact of AORC has been measured in terms of disability 
(/), ambulatory care (2), and hospitalization (3). To estimate 
the direct and indirect costs of AORC in the United States, 
CDC analyzed data from the 1997 Medical Expenditure Panel 
Survey (MEPS) (4). This report summarizes the results of that 
analysis, which found that, in 1997, the total cost of AORC 
in the United States was $116.3 billion (i.e., $51.1 billion in 
direct costs plus $65.2 billion in indirect costs), approximately 
1.4% of the U.S. gross domestic product. Total costs attribut 
ible to AORC, by state, ranged from $163 million 
Wyoming to $11.3 billion in California. These results under 
score the need, as the U.S. population ages and treatments 
grow more costly, for state and local public health officials to 
implement additional self-management programs to help 
reduce the cost of AORC and help patients improve the 
quality of their lives. 

MEPS is an annual, nationally representative, longitudinal 
survey of the U.S. civilian, noninstitutionalized population 
that collects individual-level information about medical con 
ditions, medical expenditures, employment, and earnings 
during an entire year. Each MEPS panel is a sample popula 
tion from the previous years National Health Interview Sut 
vey (NHIS) respondents. AORC cases from MEPS were 
detined by using the three-digit codes from the /nternational 
( i553 ficati i / [ i did Ninth R VISION ( linica Vodification 
ICD-9 )” ected by the National Arthritis Data 
Workgroup Chis analysis used data from respondents 
response rate: 66.4%) to the MEPS household and medical 
provider components. The 1997 MEPS did not include the 


nursing home component excluding those costs from the 
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analysis. A total of 22,435 respondents aged >18 years with 
complete data for all covariates were sampled; 4,449 had con- 
ditions consistent with the case definition. 

Individual-level direct costs (i.e., medical-care expenditures) 
were estimated by using a series of two- and four-stage econo- 
metric regression models (6), adjusting for six 
sociodemographic factors (i.e., age, sex, race, Hispanic 
ethnicity, marital status, and education level), eight of the most 
costly comorbidities (i.e., hypertension, other forms of heart 
disease, pulmonary conditions, stroke, other neurologic con- 
ditions, diabetes, cancer, and mental illness), and health- 
insurance status. The incremental cost attributable to AORC 
for each person was calculated as the difference between 
observed costs and corresponding expected values, which was 
determined by applying parameter estimates from persons 
without AORC to estimates from persons with AORC. Total 
costs attributable to AORC were calculated by multiplying 
the mean incremental cost of AORC by the number of per- 
sons with AORC as estimated by MEPS. Direct-cost estimates 
were generated for the overall total and the following treat- 
ment categories: 1) outpatient, 2) inpatient, 3) prescription 
drugs, and 4) residual (i.e., home health care, vision aids, dental 
visits, and medical devices). Statistical analyses were conducted 
in SAS and SUDAAN, which was used to adjust standard 
error estimates for the MEPS clustered sampling design (4). 

Che attributable fraction (AF) for direct costs was estimated 
by dividing the sum of AORC-attributable medical costs for 
all AORC patients by the sum of medical costs for all persons 
in the sample for overall total and the four treatment catego- 
ries. Indirect costs (i.e., lost earnings attributable to AORC) 
were estimated by using a series of two- and four-stage regres- 
sion models (6) with adjustments for the same 
sociodemographic, comorbidity, and health-insurance variables 
used for the direct cost estimates. Direct cost analyses mod- 
eled probability and magnitude of health-care expenditures; 
indirect cost analyses modeled probability of employment and 
magnitude of lost earnings. Indirect cost estimates were gen 
erated for respondents aged 18-64 years. Direct and indirect 
costs for arthritis for each state were determined by applying 
the state’s proportion of national doctor-diagnosed arthritis 
from the 2001 Behavioral Risk Factor Surveillance System 
(BRFSS) survey (response rate: 51.1%) to national cost esti 
mates derived from the 1997 MEPS. 

In 1997, a total of 38.4 million (14.2%) U.S. residents aged 
-18 years had conditions consistent with the AORC case 
definition. On a national level, direct costs attributable to 
AORC were estimated at $51.1 billion; outpatient, inpatient, 


prescription drug, and residual direct costs totaled $22.0 


billion, $14.7 billion, $4.1 billion, and $6.5 billion, respec- 
tively’. The AFs of AORC-attributable costs were 10% for 
total direct costs, 15% for outpatient, 7% for inpatient, 5% 
for prescription drugs, and 8% for residual categories. Among 


persons aged 18-64 years, indirect costs from AORC were 


estimated at $65.2 billion in lost earnings. 


By state, 1997 direct costs for AORC ranged from $72 mil 
lion in Wyoming to approximately $5 billion in California 
(median: $726 million) (Table). Indirect costs ranged from 
$91 million in Wyoming to approximately $6 billion in Cali- 
fornia (median: $926 million). 

Reported by: M Cisternas, MA, MGC Data Sves, Carlsbad; F Yelin, 
PhD, 1 lrupin, MPH, Univ of California at San Francisco. | Murp!n, 
Association of Teachers of Preventive Medicine Fellow, CG Helmick, 
MD, Div of Adult and Community Health, National Center for Chroni 
Disease Prevention and Health Promotion, CD( 

Editorial Note: This report presents the first population-based 
national AFs and state cost estimates for AORC and updates 
national direct and indirect cost estimates. Except for the 1996 
MEPS-based arthritis estimates (7), the findings in this 
report are the first national estimates based on individual-level 
population data. 

lo estimate AORC costs reliably, CDC generated national 
cost estimates from statistical models that controlled for costs 
associated with eight of the most costly comorbidities. 
Because the statistical models did not adjust for additional 
comorbidities, certain residual confounding occurred, result- 
ing in overestimation of national costs. However, this overes- 
timation probably was countered by other factors that led to 
cost underestimation, including omission of certain medical 
cost categories (e.g., long-term mental health services, comple 
mentary and alternative medicine, and nondurable medical 
goods) (8), institutionalized and military populations, and 
costs for unpaid services. In addition, the three-digit ICD-9 
CM case definition resulted in a smaller prevalence estimate 
for AORC than other data sources (e.g., NHIS) (9). An alter- 
native method for generating state-specific direct cost esti 
mates might have been to apply the MEPS-derived AFs to 
state-specific direct-cost estimates from National Health 
Accounts (NHA) data, but this approach might have led to 
overestimates because substantial differences exist between the 
methodologies of MEPS and NHA. 

lhe findings in this report are subject to at least five limita- 
tions. First, because no state-specific data exist on individual- 


level arthritis costs, synthetic state cost estimates were generated 





Direct costs for each of the four categories do not sum to $51.1 billion. Estimates 


\ ' ' ' 
or cach of the categories were from independent regression models und the 


discrepanc irises trom consolidation of variance across regression models 
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TABLE. Proportion of national arthritis* cases and 
estimated direct, indirect, and total? costs$ of arthritis and 
other rheumatic conditions (AORC), by state — United States, 
1997 





% national 
arthritis 
cases Direct 


AORC costs (S$) 
Indirect Total 


5€ 2,420 
8 174 
2,164 

1,315 

11,273 

1,536 

1,291 

337 

221 

7,596 

3,385 

256 

489 

5,060 

2,908 

1,105 

1,117 

2,175 

1,757 

582 

2,059 

2,420 

5,049 

1,757 

1,280 

2,699 

384 

617 

779 

477 

3,281 

686 

7,806 

3,443 

233 

5,223 

1,652 

1,349 

5,933 

500 

1,722 

291 

2,745 

7,178 

698 

233 

2,955 

2,164 

} } ¢ 1,012 
W nsit 1,038 1 i 2,362 
NVyomur 1 163 
116,332 
726 926 1,652 








Total 100.0 51,132 65,200 
Median — 





from national cost data. Second, national direct and indirect 
COST estimates were apportioned by State specific proportions 
of doctor-diagnosed arthritis, introducing error to the state 
estimates. For direct costs, data were not adjusted for difte: 


ences among states in provider charges or treatment resources: 


‘ 


for indirect costs, data were not adjusted for state wage diftet 
entials. Costs among states with medical expenditures or wages 
higher than the national mean probably are underestimated 
and costs among those below the mean probably are overesti 
mated. Third, the state-specific analysis used the 1CD-9-CM 
codes reported by MEPS panelists and BRFSS reports of doc 
tor-diagnosed arthritis. Both MEPS and BRFSS are subject 


to similar self-report bias. However, state-specific arthritis costs 
tor 1990, based on the ICD-9-CM code definition tor AOR 
>), were compared with 2001 BRESS estimates and tound to 


be distributed similarly withu ich state in both periods 0 


Fourth, indirect cost estimates were limited to data on 


. — oe | 1 < 
respondents aged 15-04 


. 
earnings among MEPS 
Alchough total earnings of those aged >65 vears probably 


) 
luence these 


not large enough to inf results, costs 
through loss of unpaid 
would elevate these estimates 
lata were applied to MEPS data beca 
state cannot be estimated from MEPS 
data were used because they are the only directly measured 
state-specific estimates of arthritis prevalence. However, both 
MEPS and BRFSS were designed to be nationally representa 
surveys of | 
States proportion 
lar during 1997—2001 
cost estimates in thi 
ettort to fully characteri 
United States. Substant 
the U.S population wes 
costly AORC interventions (e.g., ¢ 


logic response modifiel 1 joint replacement s 


] ' | r ’ —_ 
More widespread public Neaith efforts to expand 


I t 
AORC self-managen it | grams and practices 


j | ] 1 | | 
creased physical activity maintaining healthy weig! 


} 


help reduce these costs and improve the quality of patients 


] 
rv 
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Diabetes Among Young American 
Indians — Montana and Wyoming, 
2000-2002 
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MDPHHS collected demographic and cl 


| clinical data and 


sessed the diagnoses of diabetes. A case of confirmed diabetes 


one patient visi ' know what matters. 
assification of d al [ h alcl \ m Na Manag 


i 


Dispatch 








MMWR November 21, 2003 





TABLE. Diagnosis or reason for health-care visits by American 
Indians aged <20 years found to be false positive* for diabetes, 
by number of ICD-9-CM' coded visits — Montana and 
Wyoming, 2000-2002 





Two or more 


visits 


No ( 


One visit 





Diagnosis/Reason for visit 


No 7) 





Total 





Visits, the prevalence of diabetes in young Als was 2.9 pel 


1 OOO population, and 2.1 per 1,000 population by using only 
the 49 confirmed cases. 
Reported by: AX \/oo 


Editorial Note: Accurate surveillance of type 1 and type 


] } 1 ) . ' 
diabetes In young pel 


sons is important to monitor trends in 
and incidence 


ICD 


1 
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Investigation of a Ricin-Containing 
Envelope at a Postal Facility — 
South Carolina, 2003 


On October 15, 2003, an envelope with a threatening note 
and a sealed container was processed at a mail processing and 
distribution facility in Greenville, South Carolina. The note 
threatened to poison water supplies if demands were not met. 
The eny elope was isolated from workers and other mail and 
removed from the facility, and an investigation was begun. 
On October 21, laboratory testing at CDC confirmed that 
ricin was present in the container. To assess the human health 
effects related to possible ricin exposure, the South Carolina 
Department of Health and Environmental Control 
(SCDHEC) and CDC interviewed all workers at the postal 
facility and initiated statewide surveillance for illness consis 
tent with ricin exposure during October 15-29. On October 
22, the facility was closed for a detailed epidemiologic and 
environmental investigation. This report summarizes the 
results of the investigation, which found no evidence of envi 
ronmental contamination and no cases of ricin-associated ill 
ness. Clinicians and public health officials should be vigilant 
for illnesses suggestive of ricin exposure. 

SCDHEC asked emergency departments, clinicians, health 
departments, and the local postal facility to report any cases 
consistent with ricin exposure to the state health department 
and CDC. State poison control center records and intensive 
care unit charts at seven hospitals in the Greenville, 
Spartanburg, and Anderson areas were reviewed daily for ill 
ness consistent with ricin exposure. ACDC medical toxicolo 
gist and state and local health department epidemiologists 
interviewed all 36 workers at the postal facility to identify 


ricin-related illnesses. 


CDC conducted environmental assessment and sampling 
at the postal facility, consisting of 70 wipe samples and five 


surface dust samples (collected by sampling pumps and sam 


pling filter media). \ ipe samples were obtained by using 


Dacron swabs moistened with sterile buffered solution and 
were collected from specific surfaces in the facility, including 
storage bins, surfaces, conveyor belts, and sorting tables that 
had been in contact with the letter. All environmental samples 
were analyzed at CDC and were negative for ricin. 

No workers had illness suggestive of ricin exposure. State 
wide surveillance did not identify any cases of ricin-associated 
illness. However, two cases of multisystem organ failure and 
several nonspecific illnesses, which likely were detected 
because of increased surveillance and reporting, were investi 
gated within the state. The postal facility was reopened after 
1) all workers who had worked at the facility since the pack 
age was discovered had been contacted and confirmed to be 
well and 2) environmental samples for ricin were negative. As 
of November 19, no ricin-associated cases had been identified. 

Regional and national surveillance for illness consistent with 
ricin poisoning was initiated through an ongoing collabora 
tion between CDC, ATSDR, and the American Association 
of Poison Control Centers’ Toxic Exposure Surveillance Sys 
tem (TESS). Surveillance for potential cases was accomplished 
by monitoring call volumes at 62 of the 63 poison control 
centers in the United States for clinical effects consistent with 
ricin poisoning and for cases referring to the specific product 
code (“Contaminated Water”) because water had been stated 
as a potential target by the note in the package. During Octo 
ber 15-29, approximately 97,000 human exposure calls were 
reported to TESS. No ricin-associated syndromes or events 
were identified. 

Reported by: / Gibson, MD, D Drociuk, MSPH, T Fabian, MD 
5 Brundage MD, L Ard, N Fitzpatrick, MPH, W Moorhead, ]D 
South Carolina pi th and Environmental Conti 

VM Schwartz. MD, FE Kilbourne. MD, ATSDR: JS MD. M Pai 
MD, M Belson, MD, C Rubin, DVM, Dit 

and Health Effects, ] Osterloh, MD 

§ Deitchman. MD, National 

Kiefer, CIH. National Institut 

RM ye) PhD, Bioterrorism 


Center for Infectious Diseases, CD( 


J 
Dept of 


é 


Editorial Note: The Federal Bureau of Investigation (FBI) 
and local law enforcement authorities are conducting an 
investigation to identify the illegal source of this toxin. How 
ever, until a source is identified and eliminated, health-care 
providers and public health officials must consider ricin to be 
a potential public health threat and be vigilant about recog 


nizing illness consistent with ricin exposure. 
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BOX. Background, diagnosis, treatment, and prevention and 
reporting of ricin poisoning 





Background 
¢ Ricin is a toxin derived from the castor bean plant 
Ri Z1uUS COWMNTNUINTIS 
Poisoning can occur via ingestion, inhalation, or injection. 
Ricin poisoning can have a presentation similar to 
gastroenteritis ol respiratory illnesses. 
Epidemiologic clues include increased number of 
patients seeking care, unexpected progression of symp 
toms, or a credible threat of ricin release in the community. 
Person-to-person transmission does not occur. 
Ricin has been procured for use as a terrorist weapon. 
Inhalation and injection are considered to be the most 
lethal routes of « posure. 
‘linical Findings 
Ingestion: Mild poisoning can result in nausea, vomit 


ing diarrhe 1, ind oO! abd yminal pain. In moderate to 


severe poisoning, gastrointestinal symptoms can progress 
t~36 hours) to hypotension, liver and renal dysfunc 

tion, and possibly death 

Inhalation: Illness can occur within 8 hours and include 

cough dyspnea, arthralgias, and fever, and can progress 

to respiratory distress and death 


Injection: Init il 1.€ © hours symptoms can include 


ir on 1 < } 
1d Myalgias; progression of ill 


generalized weakness al 


' 1 1 
ness (24—36 hours) can include vomiting, fever, hypoten 


sion, and/or multi-organ failure and death. 
aboratory Testing 
No methods are available to detect ricin in biologic fluids. 
¢ CDC and Laboratory Response Network laboratories 
conduct tests to detect ricin in environmental samples. 
Recommended Treatment 
¢ ‘[reatment is mainly supportive and includes intravenous 
fluid and vasopressors (« g., dopamine) for hypotension. 


: — , 
Activated charcoal should De administered tO persons 
' ’ 


with known o1 suspect d ricin ingestion if vomiting has 


j 
not begun and airway 1s secure. 


lay ive ma be considered if ingestion has 


occurred in <1 hour. 


t a credible threat exists, patients with illness consistent with 
ricin poisoning should be observed for illness progression 
he regional poison control center should be contacted 

1 j i } - . 
for individualized care and further management. 

Prevention and Reporting 

¢ All known or suspected cases of ricin exposure should 
be reported to the regional poison control center 

1-800-222-1222) and local and state health departments. 
¢ Clinicians, other health departments, and other poison 
} 


control centers also should be alerted when ricin 
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Inhalational Exposure: Data on inhalational exposure to 
ricin in humans are limited. Workers exposed to castor bean 
dust have described allergic reactions (e.g., nasal and throat 
congestion, eye irritation, hives, chest tightness, and wheezing) 
(8). Aerosol exposures to ricin can be followed within 4-8 
hours by fever, chest tightness, cough, dyspnea, nausea, and 
arthralgias followed by diaphoresis (9). 

Parenteral Exposure: In a single human trial evaluating 
low doses of intravenous ricin as a chemotherapeutic agent, 
influenza-like symptoms with fatigue and myalgias for several 
days were reported (/). Ricin injection in one case caused weak 
ness within 5 hours, fever and vomiting within 24 hours, 
followed by shock and multi-organ failure, and death in 3 


day S | ] 


Management and Decontamination 


l[reatment for ricin toxicity is primarily supportive, includ 
Ing Intravenous fluids, VasOpressors, respiratory SUppOrt, and 
cardiac monitoring. No specific antidotal therapy exists, and 
ricin cannot be removed by dialysis. Prophylactic vaccine and 
immunotherapy are not available (/). The same general guide 
lines for gastrointestinal decontamination employed for othe: 
ingested toxins should be applied to ricin (/0). A single dose 
of activated charcoal should be administered as soon as pos 
sible if the patient is suspected of ricin ingestion and is not 
vomiting. The efficacy of gastric lavage is controversial but 
may be considered for known or suspected substantial 
ingestions if presentation to the hospital occurs within | hour 
of ingestion. Ipecac, whole bowel irrigation, and cathartics 
should not be used routinely for known or suspected ricin 
poisoning. Clinical presentations and their management can 
vary considerably. Clinicians are strongly advised to contact 
their regional poison control center immediately upon suspi 
cion of a case of ricin exposure for guidance and furthet 
individualized management. 

Skin decontamination for ricin exposure should be pet 
formed if a powder or similar substance is found on the patient, 
preferably in a designated area outside the main emergency 
department. Potentially exposed persons should be advised to 
wash their hands thoroughly with soap and water and refrain 


from any hand to-mouth activities. 


Laboratory Detection 

No methods are available for the detection of ricin in bio 
logic fluids. Ricinine is a separate compound from ricin present 
in the castor bean and might be more feasible to monitor in 
persons exposed to ricin-containing plant material. 

Preparations of ricin-containing substances and environmen 
tally collected specimens can be tested for the presence of 
ricin by a time-resolved fluorescence immunoassay, available 


at CDC and member Laboratory Response Network state pub 


lic health laboratories. In addition, CD performs a poly 


merase chain reaction assay on similar type specimens that 
will detect the gene in the plant material that codes for the 
ricin protein. Several commercial handheld or test-strip 
detection devices are available, but the performance of thes« 


assays is unknown. 


Reporting 

Suspected or known cases of ricin poisoning should be 
reported immediately to the regional poison control center 
telephone, 1-800-222-1222) and to local or state public health 
agencies, which will report cases to other health departments, 
CDC, and other federal agencies. 
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West Nile Virus Activity — United 
States, November 13-19, 2003 


This report summarizes West Nile virus (WNYV) surveil 
lance data reported to CDC through ArboNET as of 3 a.m., 
Mountain Standard Time, November 19, 2003 

During the reporting week of November i3—19, a total of 
'7 human cases of WNYV infection were reported from 17 
states (Arizona, Arkansas, Delaware, Georgia, Idaho, Indiana, 
lowa, Louisiana, Michigan, Montana, Nebraska, New Jersey, 
New Mexico, Ohio, Rhode Island, Tennessee, and Texas), 
including five fatal cases from five states (Arizona, Delaware, 
Louisiana, Ohio, and Texas). During the same period, WN\ 
infections were reported in 98 dead birds, 100 mosquito pools, 
1 horses, one dog, and one unidentified animal species. 
During 2003, a total of 8,470 human cases of WNV infec 
2,477), Nebraska 
526), North 
Dakota (n = 422), Wyoming (n = 339), Pennsylvania (n = 225), 
Montana (n 222), New Mexico (n 202 

142), Ohio (n = 108), Louisiana (n = 105), 
Oklahoma (n 5), New York (n = 67 


Mississippi (n 2), Missouri (n = 59), Marvland (n = 56 


ni ported trom ¢ olorado n 


South Dakota (n = 989), Texas (n 


Minnesota 


| 
Illinois 


+2), Indiana (n = 37), Alabama 


Arkansas 


lennessee (n 24 


n | 


Virginia (n 
Kentucky 
12), Michigan 


Massachusetts (n = 16), 
Wisconsin (n 13), Connecticut (n 
\rizona (n = eight), Rhode Island 
t of Columbia (n = three), New Hamp 
Vermont (n = three), California (n = two), 
Idaho (n = one), South Carolina (n = on 
one ind West Virginia (n one) (Figure). Of 
cases for which demographic data were avail 
bl. t 399 53! 


occurred among males; the median age 


and the dates ot 


A r va, ] Y) ry ps ‘ 
Was 4 Vear©rs ranyve : onth Y) vears 


illness onset ranged from March 28 to November 1. Of the 


333 cases ere reported from Colorado 

Nebraska (n 21), South Dakota 
York (1 eight), Wyoming (n igh Penn 
en), Maryland (n = five), Missouri (n = five), 

uur), lowa (n four), Kansas (n four 

Louisiana (n four), Minnesota (n four), New Mexico 
n four), North Dakota (n four), Ohio (n four), Ala 
bama (n thre law n two), Indiana (n two), 


Mont ina 


two), Arizona (n = one), 


FIGURE. Areas reporting West Nile virus (WNV) activity — 
United States, 2003* 














* As of 3 a.m., Mountain Standard Time, November 19, 2003 


Illinois (n = one), Kentucky (n 


one), Michigan (n = one), 
Mississippi (n = one), Tennessee (n = one), and Virginia (n 
one). A total of 724 presumptive West Nile viremic blood 
donors have been reported to ArboNET, including 626 (86%) 
from the following nine western and midwestern states: Colo 
rado, Kansas, Nebraska, New Mexico, North Dakota, Okla- 
homa, South Dakota, Texas, and Wyoming. Of the 593 donors 
for whom data were reported completely, six (1%) subse- 
quently had neuroinvasive disease (median age: 45 years; range: 
28—76 years), and 96 (16%) had West Nile fever. 

In addition, 11,213 dead birds with WNYV infection have 
been reported from 42 states, the District of Columbia, and 
New York City. WNV infections also have been reported from 
+1 states in horses (n = 4,105), dogs (n = 27), squirrels (n = 17), 
32). Dur 


ing 2003, WNV seroconversions have been reported in 1,377 


cats (n one), and unide ntifie d animal species \(n 


sentinel chicken flocks from 15 states. Of the 61 seropositive 
sentinel horses reported, Illinois reported 43, West Virginia 
reported eight, Minnesota reported seven, and South Dakota 
reported three. In addition, seropositivity was reported from 
one other unidentified animal species. A total of 7,702 WNV 
POSITIVE MOSQUITO pools have been reported trom 38 states, 
the District of Columbia, and New York City. 

Additional information about WNYV activity is available 
from CDC at hetp://www.cdc.gov/ncidod/dvbid/westnile/ 


inde x. htm ind http: westnile Maps.USPs. Pov. 
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Notice to Readers 


CDC Announces The CDC Experience 


CDC announces The CDC Experience, a new fellowship 
in applied epidemiology for third- and fourth-year medical 
students sponsored by Pfizer Foundation and Pfizer Inc. 
through the CDC Foundation. Beginning in September 2004, 
eight competitively selected medical students will come to 
CDC for a 10-12 month fellowship in applied epidemiology. 
Students will participate in day-to-day applied epidemiology 
activities, including field work and possibly outbreak investi 


gations, in programs throughout CDC, with an emphasis on 


noninfectious diseases. Participants will have an opportunity 
to understand the critical role of epidemiologic science in the 
development of public health policy. Topics that will be cov 
ered in a series of training exercises and seminars include epi 
demiologic methods, biostatistics, policy development, and 
the impact of population health on clinical practice. 
Additional information about The CDC Experience, 
including application information, is available from the CD( 
Foundation at htep://www.cdcfoundation.org/fellowships 
cdcexperience.html. The deadline for applications is 


December 5, 2003. 
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corrected table is provided below. Several diseases (i.e., Chlamy 


Erratum: MMWR Summary of Notifiable 


ichomatis genit | infections, cryptosporidiosis, 


Diseases — United States, 2001, Vol. 50, lia tra 
No. 53, 2003 cyclosporiasis, human granulocytic ehrlichiosis, human mono 
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TABLE 12. Deaths from selected notifiable diseases — United States, 1996-1999 


1996 1997 1998 


No. of deaths No. of deaths No. of deaths 1999 
Estimated allocated allocated allocated Number 


comparability according to according to according to of deaths 
ICD-10" ICcD-9** ICD-10 ICD-9 ICD-10 ICD-9 ICD-10 





Cause of death codes 
IiCD-10* ICD-9 ratio 











Source 
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FIGURE I. Selected notifiable disease reports, United States, comparison of provisional 4-week totals November 15, 2003, with 


historical data 


DECREASE 


TABLE |. Summary of provisional cases of selected notifiable diseases, United States, cumulative, week ending November 15, 2003 (46th Week)" 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending November 15, 2003, and November 16, 2002 
(46th Week)* 





Encephaiitis/Meningitis 
Chiamydia' Coccidiodomycosis Cryptosporidiosis West Nile 


Cum Cum Cum Cum. Cum. Cum. Cum. Cum. 
2003 2002 2003 2002 2003 2002 2003 2002 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 15, 2003, and November 16, 2002 


(46th Week)* 





Reporting area 


Escherichia coli, Enterohemorrhagic (EHEC) 
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Shiga toxin positive, 
serogroup non-0157 


Shiga toxin positive, 
not serogrouped 


Giardiasis 
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Cum. Cum. 
2003 2002 





Cum Cum. 
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Cum. Cum. 
2003 2002 





Cum. 
2003 


Cum. 


2002 





Cum Cum 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 15, 2003, and November 16, 2002 





(46th Week)* 


Haemophilus influenzae, invasive' 





All ages 
All serotypes 


Age <5 years 


Hepatitis 
(viral, acute), by type 





Serotype b 


Non-serotype b 


Unknown serotype 


A 








Cum Cum 





Cum. | Cum. 





Cum. Cum. 


2003 2002 





Cum. Cum. 
2003 2002 





Cum. Cum. 
2003 2002 





Reporting area 


n f ATE 


¥ 


2003 2002 


2003 2002 
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4¢ 


145 24 
65 134 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 15, 2003, and November 16, 2002 
(46th Week)* 





Hepatitis (viral, acute), by type 





B Cc Legionellosis Listeriosis Lyme disease 
Cum. Cum. Cum. Cum. Cum. | Cum Cum. Cum. Cum. Cum 
Reporting area 2003 2002 2003 2002 2003 2002 2003 2002 2003 2002 
UNITED STATES 6,133 6.562 1.685 1.615 1784 1 196 549 E7¢ = mae 
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TABLE li. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 15, 2003, and November 16, 2002 


(46th Week)* 





Malaria 


Meningococcal 
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Pertussis 


Rabies, animal 


Rocky Mountain 
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Cum Cum. 





Cum. Cum. 
2002 





Cum. Cum. 





Cum. Cum. 





Reporting area 


NITE 


2003 


2002 


2003 2002 


2003 


5E 


303 


2003 2002 


» OBE 


n17 


2003 2002 


80 967 











Vol. 52 / No. 46 MMWR 1141 





TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 15, 2003, and November 16, 2002 
(46th Week)* 





Streptococcus pneumoniae, invasive 





Streptococcal disease, Drug resistant 
Salmonellosis Shigellosis invasive, group A all ages Age <5 years 

Cum | Cum. Cum Cum Cum. | Cum. Cum Cum Cum Cum 
Reporting area 2003 2002 2003 2002 2003 2002 2003 2002 2003 2002 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 15, 2003, and November 16, 2002 
(46th Week)* 





Syphilis Varicella 
Primary & secondary Congenital Tuberculosis Tyohoid fever (Chickenpox) 


Cum Cum. ’ Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2003 2002 2002 2003 2002 2003 2002 2003 


NITED STATE 5.9 5,971 380 9,840 11,232 279 293 11,174 
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TABLE Ill. Deaths in 122 U.S. cities,“ week ending November 15, 2003 (46th Week) 


All causes, by age (years) 
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